All five families were treated by the author in hour-long, once-weekly sessions, three of them in the psychiatric out-patient service of Sainte-Justine Hospital, Montreal, and two of them in private practice. They consulted for psychiatric symptoms presented by one or more children, and remained in therapy from four to seventeen sessions.
The Concept of Family Equilibrium
All models of family structure and function imply the existence of an equilibrium wherein each member responds to the actions of the others in such a way as to maintain the status quo. Jackson (12, 13) uses the physical concept of 'homeostasis' to compare the effect of intrafamilial communication in resisting change to the self-regulating mechanism of a thermostat. Ackerman (2) applies the term 'homeodvnamics' which evokes both equilibrium" and an instability which allows for evolution -growth, learning and adaptation to new conditions. In general, however, the family off~rs a." relatively inflexible system which resists external alteration (14, 17) .
Anxiety in the face of change has been widely discussed in reference to both individuals and groups (21) . Redl (20) has pointed out that resistance is an unavoidable process in every effective treat~ent, and that the part of the personality which has an interest in the survival of the pathology will protest when change approaches. Change may be even more threatening to the family as a unit than to the individual (4, 5, 6) , even when the family is not directly involved in the therapy (10, 19) .
Bell (5) states that change does not come easily. When the family seeks the help of a therapist, it is caught between the need to change and the need to preserve its current organization. When change and stability are desired at one and the same time and there is no resolution of the ambiguity, anxiety and emotional disturbance follow. Under these circumstances it is common to take advantage of some personal 'oddities' of an individual in the family, to conclude that the situation could be rectified if that individual were to change, and to divert attention from the group to him -a process which perpetuates the individual's difficulties, since the other choice, change in the group, is more painful.
When family therapy is seen as a struggle for change, an analysis of the mechanisms and patterns of resistance may help us to distinguish those aspects of family dynamics which indicate suitability for conjoint family therapy.
Family Resistances
The resistances in conJomt family therapy include the same ones encountered in individual and group therapies, as well as certain mechanisms which occur only in family units. In the five families under consideration, the following resistances were used: A) Resistances to Therapy 1) Silence, passivity, superficial discussion or intellectualization, used to avoid emotional involvement. 2) Demanding practical advice or counselling to avoid dealing with conflict. 3) Denial of the therapist's clarifications, confrontations or interpretations. 4) Denial of previously expressed awareness or insight. 5) Denial of the therapist's ability to understand the problem on the basis of ethnic, linguistic or other cultural differences. 6) Fatalistic attitude in which one accepts blame and indicates inability to change. 7) Denial of ability to pay for treatment. C) Family Specific Resistances 1) Varied manoeuvres to avoid dealing with the marital conflict. 2) Scapegoating -insistence that the presenting patient is the main or only family problem; offering oneself as a scapegoat, or picking on the scapegoat to avoid anxietyladen interaction. 3) Prediction of persistence of the presenting symptoms or of the impossibility of change. 4) Denial of evident change in role behaviour or of improvement in the presenting patient. 5) Denial of evident affect expressed by another family member. 6) Protecting or defending another member so that he will persist in maintaining his behaviour and resist change.
7)
Family Secrets -a family consensus to withhold certain meaningful information from the therapist. 8) Injunctions against family disloyalty to prevent the uncovering of conflict. 9) Threatening to desert the family as change approaches. 10) Threatening to abandon a family member who effects change. 11) Using other family members as an excuse to avoid therapy.
This list is not meant to be exhaustive but indicates the broad range of resistances that must be dealt with in conjoint family therapy. Among the five cases studied the children who had presenting symptoms functioned as scapegoats for the husbandwife conflict. The children were the ones who created diversions when the marital problems were dealt with openly. Mothers tended to be most active in therapy, but denied more interpretations. All five fathers were passive, often silent, and had to be prodded into active participation. It was the fathers, however, who verbalized the families' insistence on termination.
Shellow, Brown, and Osberg (22) , in their retrospective study of sixty families treated in conjoint therapy, categorize the causes of drop-out according to the stated reason, for example: 'family sees sufficient improvement', 'family loses interest', 'father pulls out', 'mother pulls out'. It is quickly seen that this classification is superficial and naive. Although some resistances are used primarily by certain family members, a detailed analysis demonstrates that the family as a unit gives its implicit agreement for every resistance to change. More important than a particular resistance or the person employing it, is the sequential relationship of resistance and change which indicates each family's homeodynamic patterns.
Patterns of Resistance to Change
The five family cases are presented here to illustrate the dynamic interplay of resistance and change.
The Nadeau Family"
Pierre Nadeau, an intelligent eight-year old, was referred for therapy by the school psychologist after a six-month period of school refusal. Pierre suffered from multiple phobias including fear of being alone and fear that the school might catch on fire. Mrs. Nadeau was an anxious, perfectionistic woman who invariably gave in to her son and was unable to foster his attempts to become more autonomous. Mr. Nadeau, a machinist, was a small, passive man who felt helpless in his half-hearted attempts to discipline Pierre. Both parents had a quasi-symbiotic relationship with the boy who shared their bed and served as a barrier to intimate physical contact. Their daughter, who at 24 devoted herself entirely to helping her mother look after the house, was not seen by the therapist.
In the first session after the diagnostic interview, Mr. and Mrs. Nadeau reported that they were able to make Pierre attend classes, whereupon Pierre interjected that he was more afraid of fire in the psychiatrist's office than at school. Mrs. Nadeau began to express her disappointment that her husband abdicated his role of family leader, forcing her to take on his responsibilities. She promptly denied her feelings when they were clarified by the psychiatrist. Mr. Nadeau, sitting in his corner, shrugged his shoulders, looked helpless, and avoided involvement.
During the third session, Mrs. Nadeau capit-aIized on her son's phobias to indicate her 0""'11 resistance to therapy. When this was interpreted, family resistance increased. Pierre said that he would not return to the doctor's office, and both parents implied that Pierre might get worse were he forced to come against his will. The mother mentioned that Pierre was doing much better and treatment was no longer really necessary. Another interpretation led to a meaningful exchange between the parents who broached the marital conflict. Then both parents denied the existence of problems.
The following week, Mr. and Mrs. Nadeau were angry and defensive. At the mother's prompting, the father became the family spokesman, reiterating that therapy was no longer necessary, and adding that the sessions made the family sad. Pierre remained silent except for one occasion when he pointed out that his parents were not strict enough. Shortly before the end of the session, Mr. and Mrs.
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The Munro. Family
The Munro family was pressed into seeking therapy by a Jewish vocational counselling service, following two years of school problems with Kenneth, 21, Edward, 19, and William, 17. The overprotective, meticulous, Nova Scotia born parents who kept a tight rein on their emotions, were keenly disappointed in all three of their sons. The boys, in turn, felt rejected because of their inability to meet their parents' high standards of school and social achievement.
Kenneth had given up using school as a battleground in his struggle to draw his mother into an affectively intimate relationship, was working, going to night school and engaged to be married. Edward, the most successful in school, was smoking marijuana and associating with what his father called "indolent bums". William could not cope with his parents' expecting an academic performance beyond his intellectual capacities. Mr. Munro, a former teacher and now owner of an electrical equipment firm, hid his feelings behind a steady stream of intellectualized patter. Mrs. Munro, whose greatest compliment was to call someone "sober and dignified", was seen by the boys as the real leader of the family, "Father is the sergeant, but mother is the general".
The Munro family was seen for a total of eight interviews. At first, the sessions began with some resistances, such as Edward's joking about ethnic differences between the therapist and the family. Interpretation led to further resistance, for example, William's denying the need for therapy, Mrs. Munro's suggesting that there were family secrets that could not be shared with the therapist, and the family's focussing on Kenneth as the main problem. During the second half of each session change began to occur. Mrs. Munro expressed guilt for having worked outside the home when Kenneth was a baby and spoke of her need for Kenneth's love, blushing profusely as she did so. Overt communication of affect increased among all family members except father. Each change, however, seemed to lead to greater initial resistance to therapy in the following session. By the fifth session, both parents asked for concrete advice, Mr. Munro and Kenneth began to withdraw, and clarifications or interpretations were denied by the whole family. At one point father warned, "We have to control blow-ups". "It could become a mad-house".
Mr. Munro came alone the next week and expressed his fear of being the sick member of the family who was responsible for all the problems. Thereafter, resistance became massive, involving all family members. William and Edward stated that their parents would never change, and that therapy was too distressing. During the eighth session, Mr. Munrẽ xpressed his guilt in front of the family, indicating his fear of losing control. Then Mrs. Munro, seconded by Edward, told the therapist that the family could not afford .to continue therapy much longer. The fol~ow~ng. d.ay, Mr. Munro telephoned the therapist, msisnng that financial considerations prevented the family's remaining in treatment.
The Beaupre Family
Marcelle Beaupre, a skinny, underdeveloped little girl of five, was referred by Sainte-Justine's Fibro-cystic Disease Clinic. Marcelle was a clinging, dependent, spoiled child who had temper tantrums whenever her mother gave her the physiotherapy treatments that were required by the child's increasingly persistent, pulmonary complications. Mrs. Beaupre was a nervous, depressed woman who allowed herself to be intimidated by her own mother's complaints that physiotherapy would kill Marcelle. Mr. Beaupre was a quiet, superficia~ly jovial fireman who filled every spare hour WIth part-time work, ostensibly to pay his daughter's medical expenses. Both parents were una~le to cope with their depression, and gave In to Marcelle's every whim, babying her to assuage the guilt resulting from their anger at the child and their feeling of responsibility for her hereditary illness.
Following some initial clarifications and interpretations, Mrs. Beaupre was able to express her need for her husband's help in standing up to her mother. Mr. Beaupre came through with the required support, and within a few weeks the maternal grandmother was no longer a problem. Marcelle tried to keep her parents' attention throughout the sessions, giving them a chance to deal with their need to gratify her. When Marcelle's hospitalization for pulmonary surgery prevented her attending four sessions, Mr. and Mrs. Beaupre worked through their fears that the child would die. Mr. Beaupre admitted that he was glad to be away from home as much as possible because it made him sad when he was confronted with his sick daughter. As Mrs. Beaupre spoke of her need for more emotional support from her husband, and the couple's interaction became more intense, Mr. Beaupre resisted coming to sessions, worked on more of his days off, and insisted that the family could attend on alternate weeks only.
When Marcelle was discharged from hospital, the parents focussed on her behaviour to avoid dealing with marital problems. In fact, neither parent manifested much resistance to working through their feelings about Marcelle and her illness. They began to deal with her infantile behaviour in a firm, consistent manner. Mr. Beaupre started doing some of her physiotherapy. Marcelle stopped having temper tantrums, became less demanding, and more autonomous.
In the eighth session, Mrs. Beaupre returned to the marital conflict by pointing out that even when her husband was home he avoided emotional contact with her. Mr. Beaupre cancelled the next session. In the ninth session, Mrs. Beaupre stated that her husband would never change and that he did not want to continue therapy. Both parents denied interpretations of their resistance. At the end of the interview, Mr. Beaupre explained that the family would not return because his wife felt that therapy was unnecessary.
The Laroche Family
Mr. Laroche consulted the psychiatric service at Sainte-Justine's medical dispensary for his seven-year old daughter, Annette who was unable to make friends her own age, was babied by her older schoolmates, and suffered from eczema. Annette and her nine-year old sister, Julie had been brought up by their maternal grandmother during their mother's lengthy illness which culminated in her death two years previously. Mr. Laroche, a retiring, conservative accountant had remarried one year later. The second Mrs. Laroche was an attractive, vivacious, career-minded, and castrating woman who found it impossible to endure the girls' passive-aggressive rebellion against accepting her as a mother. It was felt that Annette's difficulties were reactive to the tension-laden home situation.
In the initial sessions, both children were extremely inhibited. Any of their attempts to communicate were quickly extinguished by the sarcastic, leading questions of Mrs. Laroche who was trying to defend her abilities as a mother against two sets of critical in-laws (her husband's family and his first wife's family). Mr. Laroche allowed his wife to do most of the talking, stating that he was pleased when she corrected his grammar, and that he approved of her speaking in his stead. Interpretation of the step-mother's damping effect on communication, and the father's fear of closer involvement in family relationships, led to increased interaction between the girls and their parents, and between husband and wife. Mr. Laroche began to assert himself by no longer allowing his wife to speak for him. Each change was followed by increasing resistance.
When the girls attempted to work through their mourning for their dead mother, Mr. Laroche found reason to attend sessions late, and the stepmother accepted a job which pre-vented her coming to sessions consistently. Mr. Laroche questioned the value of therapy and compared the therapist to his English-speaking boss who could not really understand French Canadians. Interpretation at this point led to increasingly overt and direct communication among all family members, followed after a few sessions by scapegoating of the children. Mrs. Laroche grew more and more angry, sent the girls to stay with an aunt for three weeks, and threatened to send them to boarding-school. Sessions were cancelled and therapy was questioned. Then Mrs. Laroche started to talk about her background and her worries. Both parents worked through some of their guilt feelings in regard to the children, and the couple's interaction increased markedly.
When the girls returned home, a dramatic improvement was apparent. Mr. and Mrs. Laroche expressed both positive and negative feelings about each other, and the girls participated actively. As these changes came about, the father's resistance to therapy grew and was followed by his wife's scapegoating the children. Nonetheless, interpretation of these resistances resulted in further change.
By the fifteenth session, there were demonstrations of affection between the girls and their stepmother. Mrs. Laroche openly demanded that her husband share more responsibility in family matters. Then Mr. Laroche, who had been silent during the session, voiced his reservations about therapy. At that point, Mrs. Laroche suggested that Annette needed individual treatment instead of family therapy. The next week, Mr. Laroche telephoned to say that his wife was fed up with the girls, and was too angry to come to sessions. He refused to let the therapist talk to Mrs. Laroche, and insisted on terminating.
The Fournier Family
The Fournier family consulted the psychiatric clinic for 14-year old Richard and 12year old Jerome following a recommendation by the school. Richard was continually actingout in class and would not accept authority. Jerome was an anxious, shy, dependent youngster who had many phobias and would not play with his classmates during recess for fear of being attacked. Irene, 11, was a somewhat shy girl with no apparent problems. Marie-Claire, 15, identified with her mother and verbalized much of the latter's hostility towards her husband. Mr. Fournier had been attached to his own mother to the point of avoiding emotional involvement with his wife and children until the last few years. He was a tranquil, rather passive man who worked as a technician for an electronics firm. Mrs. Fournier, seemingly deserted except by her daughters, felt that she was a bad mother. She was afraid to openly Vol. 14, No.1 vent her anger towards her husband who had suffered a depressive episode after his military service in World War II. The family felt there was a communication barrier between the male and female members.
In the sessions, Mrs. Fournier's anger was projected onto Richard, who expressed it at school and Jerome, who the whole family agreed would be capable of doing real harm were he to lose control. Richard actively drew attention to himself, offered himself as a scapegoat by defending his behaviour even when it was not being discussed and passively accepting the blame for all of the family's problems. He often spoke to his father and brother in English, effectively blocking his mother from the interaction. Marie-Claire became the executive officer under her mother's tutelage, castigating the male members of the family.
Little by little, Irene and Jerome became more out-going and expressed their fondness for each other. The two boys got left aside as the mother and father began to communicate directly. Mr. Fournier seemed genuinely interested in talking with his wife who began to tell him of her anger and her needs. Marie-Claire, liberated from her role as mother's spokesman, began to draw closer to her father and brothers. By the tenth session, Mrs. Fournier was able to defend her husband against the children. Both parents felt that their Own conflict was the root of the children's problems. Richard's behaviour in school improved. Jerome's anxiety decreased. The myth of a male-female family division was broken.
There followed two cancelled sessions. Mrs. Fournier took a job, and the family complained that there was more trouble with Richard. There was some reversion to previous interactional patterns. In spite of this, Mrs. Fournier began to express more of her hostility towards her husband (which he continued to encourage overtly) and voiced her fear that he might desert her. The children all took part in diversions and interruptions to prevent the husbandwife confrontation. When the therapist pointed out Mr. Fournier's sadness at his wife's anger, family resistances grew stronger. Mr. Fournier complained of difficulty in getting his wife and Marie-Claire to attend sessions, and Mrs. Fournier stayed away from therapy for three weeks in a row. Following an interpretation of Mr. Fournier's own resistance, he insisted that the whole family attend. Mrs. Fournier maintained that therapy was harmful to the family and that Richard and Jerome could not be helped by the whole family's presence, but she was secretly pleased that her husband had finally taken over as head of the household. The following session, the seventeenth, Mr. Fournier decided that therapy should be stopped so that his wife and children would become happy again.
Discussion
The foregoing cases demonstrate family behaviour and interaction in which the primary emphasis is on the preservation of pre-existing patterns, although all five families explicitly stated a desire for improvement. Family members resorted to various tactics to disrupt treatment when the therapist encouraged them to deal with areas of conflict where direct confrontation would have required a restructuring of the relationships among the members concerned. As Framo (9) has suggested, families who drop out of therapy perceive any change in family relationships in terms of deprivation rather than as growth and enhancement. Where some members of these families wanted to stimulate change, the burden of guilt inherent in forcing other members to respond was too great.
In each family described in this paper, further family improvement was dependent on working through the marital conflict, the one relationship that the other family problems were unconsciously designed to camouflage. At the moment when the mother was confronted with the full amplitude of her demands on her husband, his moderate withdrawal or expression of weakness was enough to threaten the mother's security and provoke her strong sense of guilt. When she began to agitate for termination, the father accepted the role of her spokesman. (The mother's awareness of her own needs in the marital relationship was much less obvious in the Munro family where no exchange of affect was permitted between husband and wife. Mrs. Munro protected her husband by displacing her demands to her son, Kenneth.)
In the author's experience, the majority of families who do not drop out of therapy have similar problems and the same initial resistances, although they are less likely to have sought therapy be-cause of outside pressures. These families, roo, perceive of change as possibly dangerous, especially in the marital relationship, but they have a much less rigid structure whereby change is followed by resistances that gradually yield and allow for further, enduring change. It would seem that the key to understanding the different homeodynamic patterns is to be found in neither the symptoms nor the children, but in the individual weaknesses and resources of the parental couple, especially the father.
The problem is complicated by the fact that many of the fathers of successfully treated families tend to be similarly passive, affectively deprived, and threatened by intimate family involvement, at least in the initial months of therapy. Thus the early indicators of successful family therapy are often impossible to discern until the family has overcome the initial resistance stages and is really engaged in therapy. Perhaps the goals of therapy should then be redefined according to the limitations that a new examination of the marital relationship may disclose.
This brings us to the question of indications and contra-indications for family therapy, an area where no two workers are able to establish the same criteria (24). Epstein '(8) has mentioned that the healthier families collaborate wholeheartedly in therapy, while the sick families remain aloof. Does this mean that we should not attempt to treat sick families? Using a family's motivation for treatment is not a good criterion of treatment because, as Holt (11) has recently pointed out, motivation cannot be separated from a patient's conflict and defences, so treatment should be based on his defences and needs. Otto ( 18) has outlined certain factors which must be examined in family members to assess family strengths, but this immensely complicated task is based solely on clinical judgement. The present study underlines the need for objective, scientific research of the marital relationship which is the nucleus of all family resistance and change.
One last important consideration is the role of the therapist in provoking drop-out. Obviously, it is difficult for a therapist to work with three to s~x patients who can form a more nghtly aligned wall of resistance than may be found in any other type of therapy. The resultant anxiety, frustration, or anger may lead to. the therapist's using unconscious cues to goad the family into unilateral termination. The counter-transference which develops in family therapy is a very primitive one, for the family unit may reflect several of the therapist's important object relationships. Under such circumstances, he may try to escape the family situation, or he may enter the family unit as a pseudo-member, unable to maintain his therapeutic objectivity. Here again,~igorous, scient~fic research is called for 10 order to clarifv the therapist's part in inducing family resistance.
Summary
This paper presents an analysis of resistance to change in family therapya concept central to the understanding of drop-outs. The resistances used were categorized as Resista~ce to Thera~y, Resistance to Interaction and Family Specific Resistances. Family behaviour was conceptualized as governed by homeodynamic patterns, self-reinforcing modes of interaction in which the primary emphasis is on the preservation of stability. Five families who dropped out of therapy after up to 17 sessions were described in detail. They had consulted for psychiatric symptoms presented by one or more children, and were treated by the author in weekly conjoint family sessions. The dynamic interplay of resistance and change was apparent in all five cases where family members resisted working through the marital conflict, and disrupted treatment when imminent change in the husband-wife relationship was perceived as a threat to family sta-bility. The discussion dealt with the crucial role of the parental couple's strengths and weaknesses as a progno~tic indicator, the importance of re-assessing treatment goals after the family is fully engaged in therapy, and the role of t~e therapist in provoking drop-out. In addition, the drop-outs were compared to families who remained in therapy.
Resume
L'auteur presente une analyse de. resistance au changement chez les familles en therapie familiale conjointe comme element essentiel ala comprehension de l'abandon de therapie par la famille. On classifie les resistances utilisees selon les categories suivantes: resistance a la the-rapie, resistance a l'interaction, et resistances specifiques de la famille en tant qu'unite. On aborde Ie concept de I'homeodynamique familiale pour expliquer Ie comportement et l'interaction qui conservent les moyens pre-existants de agir dans Ie but d'entretenir I'equilibre familial.
Cinq familles qui ont 'abandonne la therapie sont decrites en detail. Chacune d'elles avaient consulte pour des symptomes psychiatriques chez au moins un enfant, et l'auteur les a soignees en seances familiales araison d'une fois par semaine. On demontre l'effet reciproque dynamique de la resistance et du changement dans les cinq cas ou les membres faisaient resistance au travail d'elaboration du conflit marital, et ont disloque Ie traitement aussitot qu'un changement imminent dans la relation mari-femme menacait la stabilite de la famille.
Dans la discussion, on traite avec Ie role critique des ressources et des faiblesses du couple parental comme indices pronostiques, l'importance d'une reevaluation des buts de traitement quand la famiIIe surmonte les resistances initiales pour s'engager veritablernent en therapie, et Ie role du therapeute comme agentprovocateur de l'abandon de therapie, Enfin, on compare les familles qui abandonnent Ie traitement avec celles qui subissent une therapie complete.
Happy are the families where the government of parents is the reign of affection, and obedience of the children the submission of love.
